SIR-The potential influence of regional deprivation in the development of coronary heart disease (CHD) has rarely been addressed among the older population in England. Most studies on geographical variations have focused on mortality [1, 2] rather than morbidity or concentrated only on particular areas [3] [4] [5] . Inequalities in CHD by geographical regions or area of residence are well recognised [6] [7] [8] .
Given that the risk of CHD increases with age [9, 10] and that the relationship between socioeconomic factors and health varies among different age groups [11, 12] , we separately examined the associations of regional deprivation with CHD risk factors accounting for individual measures of social position and health behaviours in late middle age (52-65 years) and older (>65years). The following biological CHD risk factors were used: body mass index (BMI), waist-hip ratio (WHR), systolic blood pressure, high-density lipoprotein (HDL) cholesterol and triglycerides.
Methods
We used data from Wave-2 of the English Longitudinal Study of Ageing (ELSA), which, biennially, follows people who were aged 50years and older and living in private households in England in 2002 [13] . Wave-2, which comprised an interview and a nurse visit, took place in 2004-05. Technical details and some primary analyses have been published elsewhere [13, 14] . The sample size for analysis was 4,774 participants. Ethical approval for the data collection was obtained from the London Multi Research Ethics Committee (ref: 04/2/006).
All biological measures were taken during the nurse visit. The mean of three sitting blood pressure measurements taken at 1-min intervals was determined. Triglycerides, total and HDL cholesterol from serum samples were measured by an autoanalyser.
Smoking and physical activity were self-reported. Respondents were classified as never, current and exsmokers. Four levels of leisure physical activity were created: active (vigorous activity more than once per week ), moderate (vigorous activity one to four times a month or moderate activity more than once a week ), low (moderate activity one to four times a month or mild activity at least once a week) and sedentary (mild activity less than once per week).
Three measures of individual social position were used: occupational class, wealth and educational level. The most recent occupation was categorised as follows using the National Statistics Socioeconomic Classification: managerial and professional , intermediate , and routine and manual occupations. Wealth was calculated from detailed information on monetary and physical assets and divided into quintiles [13] . For educational level, the highest qualification attained was categorised into three groups: low (basic/primary/foreign education), middle (up to A level) and high (higher education including vocational qualification below degree level).
Social position at regional level Regions, as specified by the Office for National Statistics, were used to code residence at the time of interview (nine regions in England). The deprivation index was calculated by principal component analysis and comprised of the following regional economic indicators [15] : gross average weekly household income, average household weekly expenditure, share of UK employment, percentage of working age people with higher education, gross value added per head and average house price. Regions were then grouped by tertiles of index scores.
Statistical methods
For respondents with complete information on all variables, we estimated associations of CHD risk factors with regional deprivation first adjusted for sex and age (model 1 ), then further adjusted for individual social position factors and for health behaviours (model 2). In all the models, sandwich estimator of variance was specified to account for the clustering within regions. Interaction between age and regional deprivation was significant for all CHD outcomes according to the log-likelihood ratio test (P<0.05).
Results
For those aged 52-65years, there were trends of higher BMI and triglyceride levels with increasing regional deprivation (P=0.02 and 0.01, respectively; Table 1 ). However, WHR, systolic blood pressure and HDL cholesterol did not vary by regional deprivation (P>0.05). In people aged >65years, a trend favouring the least deprived regions was found for all the biological CHD risk factors (P<0.01).
Associations between CHD risk factors and regional deprivation were largely lacking for the younger age group with the exception of triglyceride levels ( Table 2 ). For the older age group, a regional deprivation gradient in all the CHD risk factors was observed in both models. Adding in individual-level social position and health behaviours only modestly attenuated the parameters.
Discussion
At older ages, regional deprivation was positively associated with higher BMI, raised WHR, higher systolic blood pressure, lower HDL cholesterol and higher triglyceride levels independently of individual-level social position and health behaviours. However, associations between biological risk factors and regional deprivation were largely lacking for the younger age group with the exception of triglyceride levels. Thus, our findings suggest that the region of residence may be more important for older people's risk of cardiovascular disease than their younger counterparts. These findings may have important policy considerations in terms of the environments in which people live.
Pickett et al. found that, in nearly all of 25 multi-level studies reviewed, there was an association between at least one 'neighbourhood' social factor and one or more health outcomes after adjusting for individual socioeconomic position-these were often modest [16] . We also had modest results for our younger age group but more substantial ones for the older age group. The 25 studies were predominantly looking at smaller geographical areas and younger age groups, only one specifically covering 45-64years old. Recent studies continue to show associations between neighbourhood socioeconomic status and health indicators [17, 18] . The geographical differences within the UK in health-related behaviours [3, 4, 6, 19, 20] may be one pathway between regional-level socioeconomic circumstances and CHD risk factors. Although the health behaviours, as measured in the present study, did not affect the deprivation parameters, the measures may be insufficiently precise to avoid some residual confounding.
Having found that living in a deprived region had the most negative health effects at older ages, consider that one reason for this could be an increased dependence on locally provided facilities and services. In our sample, almost 95% of people aged >65 were retired, and our results were similar when we categorised by retirement status rather than age. Length of residence in the area may be another factor. For example, in one study neighbourhood, effects were stronger for those who had lived in an area for at least 10years [21] ; the extent of internal migration may be less among the oldest and hence current level of deprivation at regional level may capture more of their lifetime circumstances.
We used regions although this precluded multi-level modelling because there are substantial economic differences at this level and regional development authorities have been given a key role in economic development. Particularly in historically deprived areas, we surmise that there is a regional identity associated with lifestyle and culture.
The regional deprivation index used a range of regional economic factors that we believed relevant to people's opportunities for healthy lifestyles and avoidance of chronic stress. Furthermore, by simultaneously using three measures of individual social position in the model, we aimed to minimise residual socioeconomic confounding. However, social position factors may capture the status of the older group less well than that of the younger (e.g. educational expectations changed considerably during the 20th century and some participants stopped work many years ago), so part of the explanation for our findings may be greater residual confounding among the older age group.
To our knowledge, this is the first national study in England examining the effects of regional deprivation on CHD risk factors among older people. Additionally, we examined regional deprivation variations in CHD risk factors in two age groups: late middle age, before usual onset of overt disease and in older adults. There are limitations to this study. First, we could not yet examine changes in CHD risk factors over time. Second, there are factors that we did not have in our models such as migration and time since retirement, which could impact on CHD health. Third, ELSA initially omitted people living in institutions and so may underestimate socioeconomic differences in health.
We conclude that there is an impact of socioeconomic factors at regional level on biological risk factors for cardiovascular disease among people >65 years old. However, regional deprivation was not associated with most of the CHD risk factors at late middle age (52-65years).
Key points
• Among people aged between 52 and 65years, regional deprivation was not strongly related to CHD risk factors.
• At older ages (>65years), regional deprivation was positively associated with higher BMI, raised WHR, higher systolic blood pressure, lower HDL cholesterol and higher triglyceride levels independent of the individual-level social position and health behaviours.
• Region of residence may be more important for older people's cardiovascular disease than their younger counterparts.
Validation of the Falls Efficacy
Scale-International in fall-prone older persons SIR-Fear of falling in community-dwelling older persons [1, 2] may lead to activity restriction [3] . It can predict future falls [4] and is an important fall-related psychological outcome [5] [6] [7] [8] [9] . The widely used 10-item Falls Efficacy Scale (FES) [5] does not evaluate the social dimension of fear of falling and refers almost exclusively to very basic activities of daily living, making it insensitive when used in active older persons. To remedy this, a new 16-item Falls Efficacy ScaleInternational (FES-I) [10] has been developed by the Prevention of Falls Network Europe (ProFaNE, www.profane.eu. org), showing excellent psychometric properties in a crosscultural context [11] . Furthermore, a seven-item FES-I has been developed and recommended for use as part of a test battery and for screening purposes [12] . The evaluation of the FES-I has so far been performed in community-dwelling non-clinical samples. To examine the relevance of the two FES-I versions for health care settings, further evaluation of the instrument should include fallprone older persons.
The aim of this study was to test the psychometric properties of the Norwegian version of the 16-item FES-I in samples of fall-prone older home-dwelling persons recruited from the health care system and to assess if the seven-item FES-I has the same properties as the 16-item FES-I in these samples.
Methods
Eligible older participants (N=672) were recruited from (i) patients in a study on effects of cataract surgery on vision and gait, intervention group and age-and gender-matched controls >70years of age with independent walking function (Vision); (ii) patients referred to a geriatric outpatient falls clinic (Falls clinic); (iii) patients age >70years taking part in a longitudinal observational study on hip fracture, assessed 3 months after surgery (Hip fracture); and (iv) a
